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DECLARATIOT{ byAPPuCAt{T: sr+qq m ciqqt rr:
1) I hereby con,irm lhat all dehils in lhis Form are True to the best ot my knowledge. Any hlse stater€tlt will render my Applicatbn & o,igoing 8&3istanoo, i' any,

liable tor rejedion/cancsllation.
2) I solffinly confim that assistrance, if rEcaived lrom Koshika Foundation, will b€ usad only tor 01e 'pufpos€', 8s sblEd in this Form hr whidr such Asslstance
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1) By affixing my signature or thumb impression on this Form, I

use/publish/pulup/reproduce my name, address, photo & detai

medium, including but not limited to verbal, print, electronic, for

activities/achievements. Such use of my photo & details cah be

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

li oitt 
" 

'pr,pos";, rot 'rhich such assistance is .equested/granted' through any

soliciting donations for Koshika Foundation and/or disseminating information about its

made b; Koshika Foundation before or after my treatment or fumlment ofthe'purpose"

lor which assistance is being requested-

2) I (Applicanr) further agree that any such use of my name, address. photo & deliails oI the 'purpose', for which such asslgtance is requested/granted'

will nol aulomatica y entitle me for receiving or continuing the said assistanc€. The decision for granting and/or continuing the assislance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me'
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By aflixrng hereunder, srgnature of ou r Authorised Signatory for recommending this case/patient lor financial assistance from Koshika Foundation' we

(Hos,pitalihereby affirm & accept lollowing:
at we neither are presently nor will in future avail of financial assistance from another NGO or any other source. for the same palient/case, as we are

1) th
requesting to get from Koshika Foundation. to the extent that such assistance is granted by Koshika Found ation. lf the requesled assistance is not granted

by Koshika Foundation, in part or in full, then the Hospita I reserves it s right to make up the shortfall from another NGO or any other source. This

conflrmation esse ntrally states that the Hospital will not avai I any dupl icatB assistance lor th€ same pationucase from any other NGO or any othor source

2) The assislance from Koshika Foundation is only financial in nature The choice of the treatmenuprocedure adv ised/conducted by the Hospital on the

patient, is based on the arrangement between the patient & the Hospital. and is in no way influenced by Koshika Foundation. Henco, the Hospital will

assum e sole & complete responsibility of the treatment & its outcome & safety of the patient, and Koshika Found ation will have no role or responsibility

in the matter.
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